Suicide is a complex and multi-causal phenomenon, thats why it can't be understood in a generalized way, but in different profiles such as gender, age, social support and other psychiatric disorders. It is a major public health problem worldwide and more than 1 million people die from suicide every year. This world problem demands hybrid preventive acts in several aspects, such as social, interpersonal and from the government.
Suicide is a social factor of high frequency and especially in the male population [1, 2] . It is a major public health problem worldwide and more than 1 million people die from suicide every year [3, 4] . In some countries, like Spain, suicide is the first cause of unnatural death, surpassing deaths from road accidents. [5, 6] The suicide attempt was defined as self-injurious behavior with a nonfatal outcome, justified by the leakage of personal and social difficulties. It appears in different aspects such as the extent of the liability wish to die verses the active intention to attempt suicide; the subjective sense of control of suicidal thoughts, attributed the causes to act or the planning phase. This past behavior of the implementation of suicide, of which half of the cases die on the first try. [7] The death of an emotionally close person, conflicts within the family, relationship problems and violence [8] , comorbid alcohol dependence, comorbid anxiety disorder, hopelessness, [7] and marital dissolution or divorce (This is evident in the high correlation between aggregate divorce and suicide rates as well as the higher risk of suicide among divorced populations compared to their married counterparts in population-level studies) [9] are the main reasons why suicide attempt are shown.
Suicidal ideation and suicide attempts are important indicators of emotional distress. [10] Some sick (such as those suffering from depression, personality disorders, schizophrenia, cancer, HIV/AIDS, Huntington's disease, multiple sclerosis, epilepsy, peptic ulcer, renal disease, spinal cord injury, systemic lupus erythematosus) [11, 12] and victims of prejudice, for example, only feel the needing to communicate the suicide desire when that comes from its own initiative, which does not occur when they are put in pressure situations, such as formal interviews. Most contacts with Major Depressive Distress patient soccur in primary health care, but in this setting suicidal ideation may often go unnoticed [7] .
Risk factors for suicide and suicide attempt may not be universal. For this reason, culturally informed preventive strategies that enable improved assessment of risk factors across diverse populations are needed. [13] Suicide is a complex and multi-causal phenomenon [1] , thats why it can't be understood in a generalized way, but in different profiles such as gender, age, financial and social support and other psychiatric disorders.
The difference between gender and the suicide risk
From an epidemiological point of view, suicidal behavior differs strongly between genders, is subject to many public misconceptions worldwide affects individuals and societies both directly and indirectly due to the personal and financial losses that it causes and has been described as one of the most extreme life situations that a person can encounter [8, [14] [15] [16] [17] . Similar proportions of men and women report having made a plan for suicide. Women are significantly more likely than men to make a suicide attempt. The proportion of those with ideation who make a suicide attempt is 41.4% for women and 33.2% for men, in accordance with the Western cultures, suicidal ideation is more common among females in all age groups (except for those aged over 65). [18, 19] On the other hand, there are studies that show the prevalence of suicidal behavior in the male population. Three variables assessed were significantly associated with suicide attempts in the past 12 months among males: psychological distress; alcohol misure as assessed by the CAGE; and experiencing physical violence during adulthood. [20] Only 19% of men and 6% of women who made their index attempt by cutting or piercing used the same method when they completed suicide. Finally, increase in the seriousness of an SA (e.g., number of drugs ingested, dose ingested), from one attempt to the next, has previously been found to be associated with enhanced risk for subsequent suicide among self-poisoning adults. Joiner suggested previous suicidal behavior serves as a form of "practice" for future suicidal behavior and that individuals "improve" their ability to engage in suicidal behavior with repetition, thus increasing the risk of completed suicide. [21] [22] [23] [24] Age as a risk factor for suicide Suicide is a tragic event, and is one of the leading causes of death among adolescents; however, it is potentially preventable. Adolescents are known to be vulnerable to self harm or suicide attempts, and to be at increased risk of emotional instability and impulsive behaviors. [25] Reviews of studies conducted in clinical and community samples suggest that up to 42% of adolescents Who attempt suicide go on to make another attempt within 2 years of their original attempt, with girls who attempt suicide in adolescence at higher risk of repetition than boys. Repeated suicide attempts (SAs) are, in turn, associated with higher rates of psychiatric diagnosis, particularly major depression, and with difficulties in emotion regulation, hopelessness, and risk for further SAs. Adolescents who made repeat SAs during the follow-up period did not differ from those who did not make a repeat attempt in features of their index SA, including wish to die, whether the attempt was planned, medical seriousness of the SA, and on an overall score reflecting suicidal intent. It was made semistructured interview that assesses characteristics of teenagers most recent SA. Adolescents who report a history of any past SAs (i.e., respond "yes" to the question, Have you ever tried to kill yourself?). Areas of inquiry include method, precipitating events, warnings/threats. [21, [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] Thefore, the significant incidence and consecutive repetitions of attempted suicide show that this age group and this emotional instability can be analyzed as a risk factor for suicide and needs reflections on this issue.
Rapid aging worldwide challenges the existing social setting by putting additional strains on social security systems, increasing demands for health care, and the persisting negative attitudes toward older people in our society [36] [37] [38] [39] . In 2000, the World Health Organization estimated the rates of suicide in men and women, aged 75 years and older, to be 50 and 16 per 100 000, respectively, indicating a clear relationship between increased suicide rates with age. As in other age groups, suicide in older people involves a complex interaction between psychiatric, psychological, physical, social and cultural factors. [40] [41] [42] [43] [44] [45] 
Social support in suicide prevention
Many studies show that suicidal behavior is caused by the low engagement in society and little social support, such as dialogues and sharing the everyday's difficulties. Social support is a key psychological and sociological concept related to social bonds and mutual helping. [46] A more recent explanatory model of suicide is the stress-diathesis model that identifies cognitive and social factors as necessary antecedents that increase vulnerability to stress, followed by stressful life events that trigger suicidal behavior. [47] A high level of social support decreases the risk of suicide. Shortage of social support increases mortality risk, health problems and depressive symptoms in the elderly. [46, 48-52] Durkheim's classic sociological theory on suicide purports that modern urban life disrupts social cohesion/integration resulting in a greater risk of suicide. [47] Reported a significant protective effect of high social support, and interpersonal skills. Similarly, observed a significant protective effect of discussing difficulties with friends and family, positive emotional health, and connectedness to family. [20, [53] [54] Family should be the main provider of care [36] fracturing of family systems and a consequent struggle to meet role obligations, all of which contribute to poor mental health and suicide [47] In addition, participants who reported a poor relationship with family were almost four times more likely to attempt suicide. [47] In fact, it was social stressors that appeared to be providing the added stimulus behind suicide attempts. [47] Among the potential protective factors frequently discussed in qualitative research on suicide prevention in indigenous health are participation in traditional activities, and the cultural relevance of prevention programs and services. [20, [55] [56] [57] [58] [59] The social situation of different age groups varies across countries and it could be explained by differences in cultural, political, and socio -economic context-by welfare state. [36] This study shows that [60] there is a statistical difference with suicide intent on living alone, impulsivity and mental disorder [60] and communication is a protectable factor for suicide intent. [60] In addition to the family and social issues, socioeconomic status reflect in the rates of suicide. It has long been recognised that periods of economic uncertainty are associated with rises in suicide. Durkheim hypothesised that key societal forces such as social integration can be disrupted by factors related to economic downturn which consequently have an impact on suicide rates. Amongst a ran-ge of other stressors recessions lead to increases in debt, job losses, house repossession, strains on relationships and reductions in public spending, which in turn adversely affect mental health, [61] [62] [63] [64] which increases the suicidal rates.
Failure of social integration, such as unemployment, isolation and divorce, has been viewed as a weakness of the network between the individual and society, and has been repeatedly indicated to be an important cause of suicide. When the severity of suicidal ideation was high, the degree of receiving and providing social support decreased significantly, and strong feelings of dissatisfaction with social support emerged. [46] Depression and suicide risk Psychiatric diagnosis is found in almost all cases of suicidal behavior and attempts of suicide. Risk factors for suicide attempts included psychological distress, violence, sexual abuse, and substance use, with gender differences in exposure to certain risk factors and correlation with suicide attempts. [20] The strongest overall risk factor for suicide was depression [3] and the risk of suicide was consistently highest after a diagnosis of depression. [3] (Some studies noticed that) a diagnosis of depression was found in 33%, and depressive mood/symptoms in 47% of cases (of suicide). About 55% had a physical health. Psychosocial factors commonly associated with suicide attempt include depression and anxiety. [20-65-69] Beyond of depression, other psychiatric diseases can be easily found in cases of suicide, like PostTraumatic Stress Disorder (PTSD) and anxiety. [70] [71] [72] Previous studies have found mental disorders (e.g., affective disorder, personality disorder, and major depressive disorder) to be significantly associated with suicidality. The association between PTSD symptoms and suicide ideation or behavior still remains unclear. One perspective is that it is not PTSD per se, but the co-occurrence of PTSD with other psychiatric disorders, especially depression, that leads to suicidality. In a study of four communities exposed to Hurricane Mitch in Nicaragua, researchers found that individuals with a PTSD diagnosis reported significantly higher levels of suicide ideation (37.9%) than those without a PTSD diagnosis (9.0%). In a study of adolescents who had experienced the threat of mudslides caused found that PTSD had both direct and indirect (via major depressive disorder) effects on an increased suicide risk. [70] [71] [72] The risk of mental disorder and PTSD is elevated among those exposed to any conflict related traumatic event compared to those exposed only to non-conflict related traumatic events. [18, 73] Many are the reasons why people develop psychiatric disorders. Being a part of a minority class is one of them, for instance. [Studies show that] minority specific stressors cause mental health problems, including suicidality, [because] living in a State with discriminatory laws has a negative impact on the mental health of [10] minority individuals. [10] [It's important to note that some studies] points to important gender differences with regard to exposure to psychosocial risk factors for suicide. A significantly greater percentage of women had experienced sexual abuse and physical violence. e.g. [20] Thus, we must be aware for any signs of depression or another psychological distress, because these conflicts can result in a serious suicidal thoughts or attempts of suicide, and we need to take preventive measures as soon as possible, in order to prevent any imminent tragedy against life.
Thus, suicide is a growing health problem worldwide. The absolute number of deaths from suicide is likely to rise. [20] This world problem demands hybrid preventive acts in several aspects, such as social, interpersonal and from the government. To develop appropriate suicide prevention strategies is important to improve our understanding of factors associated with suicidal ideation and attempts. [47] Understanding the factors contributing to this emerging problem and developing effective latelife suicide prevention programmes is therefore an international priority. [20] Risk factors are identifiable and can serve as warning signs before the suicidal act, allowing for time to anticipate and apply appropriate intervention to prevent suicidal behavior. [13] Targeting primary care providers where late-life depression and physical illness can be detected and treated is a potential strategy to address late-life suicide. [20] The association of depression and suicide in older people was the most consistent finding in the 18 studies that reported on psychiatric diagnoses problem, [20] and the effect of depression on suicide risk was strongest among older adults. [3] Depression can also be associated with terminally diseases, like cancer. Successful antidepressant treatment for cases of terminally ill cancer patients with major depression, suicidal ideation and a desire for death has been reported, [40] but not in all ages. Terminal illness was associated with only a small proportion of older people who completed suicide in these studies. [20] A lot of different studies try to explain these suicidal behaviors and attempts of suicide. It's noticeable that the goal of many cohort studies is a detailed view of clinical and evolution of patients with depression in terms of recovery, chronicity and recurrence, suicidal behavior and functional disability. [7] Beyond emotional distress, we found other causes of suicidal attempts, such as: Living alone may be another factor related to suicide with high intent. Somebody who lived alone was in the lack of communication with others.
[60] Aging, unnemployment and educations are also strong suicidal risk factors. Most women and men who died from suicide were between 35 and 64 years old and they were more likely to be unmarried, have the lowest educational attainment, be non-employed and have lower incomes. [3] On the other hand, we have missing social support as a strong factor that leads people to suicidal behavior. Various dysfunctions of social relationships have been proposed as a cause of suicide. [46] Poisoning can also be understood as a potential risk factor for suicidal behavior. Self-poisoning by lethal pesticides is commonly used in acts of suicide. Some studies showed that the increased use of pesticides is associated with an increase in suicides in China [60] .
Many studies noticed as well that some people don't have the real intention of death, which shows that they act on impulsivity. Impulsivity is an important factor and can be a predictor for suicide.
Interventions suicide prevention for the population should address not only individual mental health and substance abuse support needs but also the overwhelming poor psychosocial conditions. Many are the reasons for suicidal thoughts and suicidal behavior all around the world, that's why identifying risk and protective factors in a given population is a crucial step towards the development and implementation of suicide risk assessment and management strategies. [47] Therefore we conclude that the welfare states shape the context and exercise influence on the subjective well-being, and thus may lead to variations in suicide risk at the individual level. [36] According to the Centers for Disease Control and Prevention (CDC), there were 34,598 suicide deaths in the US in 2007, 11.5 per 100,000 people, making suicide the eleventh leading cause of death in the United States (Centers for Disease Control and Prevention (CDC) [74] . In richer countries, three times as many men die of suicide than women do, but in low-and middle-income countries the male-tofemale ratio is much lower at 1.5 men to each woman. [75] So, suicide is a growing health problem worldwide. The absolute number of deaths from suicide is likely to rise. [20] This world problem demands hybrid preventive acts in several aspects, such as social, interpersonal and from the government. To develop appropriate suicide prevention strategies is important to impro-ve our understanding of factors associated with suicidal ideation and attempts. [47] Understanding the factors contributing to this emerging problem and developing effective late-life suicide prevention programmes is therefore an international priority. [20] Risk factors are identifiable and can serve as warning signs before the suicidal act, allowing for time to anticipate and apply appropriate intervention to prevent suicidal behavior. [13] Targeting primary care providers where late-life depression and physical illness can be detected and treated is a potential strategy to address late-life suicide. [20] Suicidal ideation and suicide attempts are important indicators of emotional distress [10] ; We report relative risks of suicide in the [3] population based on more completely ascertained psychiatric diagnoses. [3] But not in all the countries. Chinese suicides have low prevalence of mental disorders and it's suicide rates have been decreased, [60] for example. We further showed that the risk of suicide was consistently highest in the [3] diagnosis of depression. [3] The association of depression and suicide in older people was the most consistent finding in the 18 studies that reported on psychiatric diagnoses problem, [20] and the effect of depression on suicide risk was strongest among older adults. [3] Depression can also be associated with terminally diseases, like cancer. Successful antidepressant treatment for cases of terminally ill cancer patients with major depression, suicidal ideation and a desire for death has been reported, [40] but not in all ages.
Terminal illness was associated with only a small proportion of older people who completed suicide in these studies. [20] A lot of different studies try to explain these suicidal behaviors and attempts of suicide. It's noticeable that the goal of many cohort studies is a detailed view of clinical and evolution of patients with depression in terms of recovery, chronicity and recurrence, suicidal behavior and functional disability. [7] Beyond emotional distress, we found other causes of suicidal attempts, such as: Living alone may be another factor related to suicide with high intent. Somebody who lived alone was in the lack of communication with others.
[60] Aging, unnemployment and educations are also strong suicidal risk factors. Most women and men who died from suicide were between 35 and 64 years old and they were more likely to be unmarried, have the lowest educational attainment, be non-employed and have lower incomes. [3] On the other hand, we have missing social support as a strong factor that leads people to suicidal behavior. Various dysfunctions of social relationships have been proposed as a cause of suicide. [46] Poisoning can also be understood as a potential risk factor for suicidal behavior. Self-poisoning by lethal pesticides is commonly used in acts of suicide. Some studies showed that the increased use of pesticides is associated with an increase in suicides in China. Many studies noticed as well that some people don't have the real intention of death, which shows that they act on impulsivity. Impulsivity is an important factor and can be a predictor for suicide.
In China, about 50% of suicide attempt can be categorized as impulsivity suicide. This study showed that the [60] impulsivity killed some Chinese rural young men and women who did not really want to die by suicide.
[60] Interventions suicide prevention for the population should address not only individual mental health and substance abuse support needs but also the overwhelming poor psychosocial conditions. Many are the reasons for suicidal thoughts and suicidal behavior all around the world, that's why identifying risk and protective factors in a given population is a crucial step towards the development and implementation of suicide risk assessment and management strategies.
[47] Therefore we conclude that the welfare states shape the context and exercise influence on the subjective well-being, and thus may lead to variations in suicide risk at the individual level. [36] 
